Patients and methods
Since July 1976 we have studied 59 patients requiring treatment for fissure-in-ano or with first or second degree haemorrhoids. Selection for treatment was non-randomized and depended on the availability of anaesthetic stafT. Anal pressures were measured at the initial outpatient attendance, in the operating theatre before and after treatment and one month afterwards in the follow-up clinic. Recordings were obtained at 2, 3, 4 and 5 ern from the anal verge with a closed water-filled balloon probe as described by Hancock & Smith (1975) . The results are expressed as the maximum anal pressure, which is the mean value of the highest pressures recorded.
All patients were admitted to a day case ward. Sphincterotomy was performed in the lithotomy position if under GA and the left lateral position if under LA.
Results
Of the 37 patients treated by LSS: 21 were under GA (10 fissures, 11 haemorrhoids) and 16 under LA (6 fissures, 10 haemorrhoids). Results were compared with those of 22 patients treated by MDA (14 fissures, 8 haemorrhoids).
The mean preoperative maximum anal pressures in both sphincterotomy groups were as follows: GA, 122±36 SID cmH 2 0 ; and LA, 127±32 SID cmH 2 0 . These pressures were similar to patients treated by MDA (133 ±29 SID cmH 2 0 ) and were significantly higher than I Paper read to Section of Proctology, 23 February 1977 those of 78 controls (88±34 SID cmH 20 P<O.OOI). At operation there was a significant reduction in anal pressure in all cases, although this was less marked in the group treated by LSS under LA; a reduction in anal pressure was still present one month after treatment (Table I) . The number of patients with complications following LSS was similar in both groups: 19% after GA and 19%after LA. The complications consisted of bleeding and pain, and all settled within 48 hours. After MDA, complications occurred in 23 % and included bleeding (2 patients), diarrhoea (l patient), oedema (I patient) and perianal irritation (l patient). All settled within one week.
Symptomatic review one month after treatment showed that 81 % of the patients were improved in both sphincterotomy groups compared with 90 %after dilatation. There were 4 failures in the group treated by LSS under GA: a fissure remained unhealed in 2 patients (both were subsequently treated by dilatation with relief of symptoms), and 2 patients with haemorrhoids developed an iatrogenic fistula. In the group treated by LSS under LA there were 3 failures: an unhealed fissure in one patient and prolapsing haemorrhoids in 2 others. There was one failure after dilatation due to an unhealed fissure.
Discussion
There is no difference between treatment by LSS under GA or LA in terms of postoperative complications or relief of symptoms. Although a greater reduction in pressure was obtained at operation by LSS under GA than LA, the reduction in both groups one month after treatment was similar. The results are not as good as those obtained by dilatation, and this is probably due to our inexperience in the technique of sphincterotomy.
We feel that lateral subcutaneous sphincterotomy produces relief of symptoms in patients with fissure-in-ano and haemorrhoids, but because of postoperative bleeding it should be performed after admission to hospital as a short stay case and not as an out-patient procedure.
Furthermore, because of patient comfort we feel that sphincterotomy should be performed under general rather than local anaesthetic. However, should the need arise to perform this procedure under local anaesthetic due to restricted finance of the National Health Service or lack of anaesthetic staff, we feel that it can be done without undue detriment to patients.
